patent anastomosis and 6 (60%) of these were dry following implantation of an AUS. 1 other patient had 4 consecutive sphincter implants all of which eroded. 1 patient developed a re-stenosis and was managed thereafter by suprapubic catheterisation. Two had incomplete healing of their anastomosis and developed a urosymphyseal fistula and unfortunately were subsequently worse off as a result of their surgery.
CONCLUSIONS: Patients with a recalcitrant BNC after RP with no history of radiotherapy can be treated as with any other traumatic urethral stenosis e in this instance iatrogenic trauma by revision of the vesico-urethral anastomosis. The results are very satisfactory. With careful selection some patients who have had radiotherapy can be treated in the same way but there should be careful evaluation of the state of the pubis and pubic symphysis preoperatively as well as careful urodynamic evaluation of the bladder function, to avoid the very poor outcome in patients who fail such surgery. All patients must be counseled that this will almost certainly be a two-stage reconstruction -the first to dis-obstruct them by revision of the VUA and then secondly to implant an AUS for the almost (but not necessarily) inevitable sphincter weakness incontinence following dis-obstruction.
Source of Funding: none

PD29-08 WHEN TO REMOVE THE FOLEY CATHETER AFTER ENDOSCOPIC REALIGNMENT OF TRAUMATIC DISRUPTION OF THE POSTERIOR URETHRA?
Hamed El Darawani*, khobar, Saudi Arabia INTRODUCTION AND OBJECTIVES: To verify a correlation between the period of urethral stenting after endoscopic urethral realignment and the incidence of post-operative urethral stricture. This study was designed to evaluate the outcome of continuing urethral stenting till the gap between the 2 realigned urethral segments has been completely epithelialized.
METHODS: Eighteen patients underwent endoscopic urethral realignment after traumatic disruption of the posterior urethra. Postoperative urethroscopy was done using the flexible cystoscope to assess the progress of urethral healing. The urethral Foley catheter that acted as a stent and also for urine drainage was removed when complete mucosal healing was observed by urethroscopy. Post-operative development of urethral stricture was noted and uroflowmetry was done at 12e36 months. RESULTS: Endoscopy 6 weeks after realignment showed 50%-75% epithelialization in all patients (figure 1). At 9 weeks, epithelialization was 100% in 15/18 patients (83%) and complete epithelialization at 12 weeks in all patients (figure 2). After stent removal, 1 patient (5.6%) developed a mild symptomatic stricture that was successfully treated by a single session of visual urethrotomy. All 18 patients had normal uroflowmetry readings at 12-36 months after realignment.
CONCLUSIONS: Following endoscopic urethral realignment, urethral stenting till mucosal healing was complete reduced the incidence of subsequent urethral stricture. Urethroscopy showed complete mucosal healing in 9e12 weeks after realignment. During a follow-up period of 12-36 month, 94.4% of the patients were symptom-free. Presence of asymptomatic large-caliber strictures or possibility of development of symptomatic strictures during longer follow-up periods can't be ruled out. Vol. 197, No. 4S, Supplement, Saturday, May 13, 2017 THE JOURNAL OF UROLOGY â e575
